A 62-year-old woman complaining of chest pain, and dyspnoea (New York Health Association class II) for two years was referred to hospital for further diagnostic evaluation and treatment. A left atrial myxoma was suspected. Echocardiography showed a nodulated, hyperechoic structure measuring 4.6 × 2.7 cm, without any acoustic shadow. Moderate mitral regurgitation and severe mitral stenosis with a mean pressure gradient of 26 mmHg were diagnosed. Computed tomography (CT) showed a demarcated calcification sized 44 × 24 × 43 mm in the mitral annulus, placed laterally from the "free wall" of the left ventricle. On a CT with contrast enhancement, the left atrium was visibly modelled from the left side by this lesion (Fig. 1A, B) . Small lymph nodes in the mediastinum on the right side and anterior to the aorta, up to 18 mm in diameter, were visualised, which were probably "post-inflammation mines." Coronary angiography did not reveal any abnormalities. Cardiac magnetic resonance imaging demonstrated an oval pathological mass of 44 × 25 × 24 mm (Fig. 1C) , localised in the mitral ring. In steady-state free precession, the lesion was homogeneous and hyperintense, but in T1 and T2 sequences it was hypointense without saturation in the fat-saturation sequence. Post-contrast enhancement was observed around the pathological structure. The mass caused a decrease in the opening area of the mitral valve and acceleration of the blood flow. The patient was referred for surgical treatment because she showed symptoms of mitral stenosis. A white mass was evacuated, consisting of "toothpaste-like" white material and a thick calcium mass (Fig. 1D, 
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